Comment.-The question of silica is interesting, as the man is a mining engineer, and has spent his life in Australia, Burma and the Gold Coast, though mostly engaged in mining gold and tin from alluvial sources, and only for a short time in 1911 in hard rock underground gold mining. The report of the radiologist, Dr. Kemp, is that the lung picture is not incompatible with silicosis. Skin lesions due to blood-borne silica have, as far as is known, never been described.
Dr. W. FREUDENTHAL: Silica particles in the skin may give rise to a pseudo-tuberculous granuloma. Perhaps Dr. Carleton will have an opportunity to investigate other lesions and to find out whether they also contain doubly refractive bodies and what their nature is.
Dr. I. MUENDE: May I suggest a.nother diagnosis, namely, tuberculoid leprosy. This man has-been living in areas where leprosy is endemic and, besides the suspicious tuberculoid lesions, he has numerous nodules on the tongue and buccal mucosa. These cases have been observed and investigated very thoroughly by WVade whilst working in the Philippines. The histology, in my opinion, lends support to the diagnosis.
Although bacilli are not present in the tuberculoid lesions they may be found in the nodules.
Dr. PARKES WEBER: Are there any recorded examples of lesions of this annular type due to silica? One would have thought that if silica did travel in the blood circulation to the extremities, it would produce single papules, not annular lesions. I cannot understand the formation of a spreading ring with healing in the middle through local holding up of silica in the capillaries of the skin.
THE PRESIDENT: I think the diagnosis in this case might be assisted by a Mantoux test. If the patient proves hyperallergic it would favour the tuberculous nature of the lesions. I have such a case in hospital at the moment. She has a papulonecrotic tvpe of tuberculide on the back and chest and several large plaques Avith an ulcerating tendency on the legs and both elbow regions. The biopsy was not conclusive of a tuberculous aetiology, but the Mantoux test was strongly positive and resulted in local necrosis and a focal reaction in all her lesions. A furthPer point of interest was the temporary effect of a single intravenous injection of a gold salt-sanocrysin 0-05 g. The reaction was alarming. Pyrexial polysvnovitis affecting the wrists and knees mainlv, ensued the following day, and persisted for a week. WVhen this subsided a marked improvement in the skin lesions was noted. As far as could be ascertained by auscultation and X-ray examination there were no tuberculous foci in the lungs, and there was no history of a enitis at any time. The patient had nursed for some time in a sanatorium. There was a separate, but exactly similar, ring on the upper and lower eyelids around each palpebral fissure, and another around the mouth. The latter is believed to have started from each angle of the mouth. There was a fifth smnall ring underneath the chin.
The line consisted of a slightly red, slightly raised, slightly scaly continuous ridge about 2 mm. wide. There was no alteration in the texture of the skin over which the eruption was said to have passed. The eruption itched only when hot. Dr. Coleman had had a Wassermann done, which was negative. I made scrapings from several parts of the line but could find no mycelium. I then gave on December 8, 1942, 100 r of X-rays to the muzzle area and a 3 % salicylic and benzoic acid ointment. When seen again on December 31, 1942, the line across the forehead had descended to 1 in. below the anterior hair margin and had become irregular with a loop descending nearly to the left eyebrow at its inner end. A new loop had appeared around each angle of the nose. The area X-rayed was less obvious than it had been and the eruption was less irritable all over but much the same otherwise. Ammoniated mercury ointment was then prescribed and another 100 r of X-rays given to each side of the muzzle. Since then I have not seen her until to-day. I have thought of syphilis, psoriasis, tinea, and erythema annulare centrifugum as possible diagnoses, but none seems really to fit the case.
Dr. F. WV. JACOBSON: I wonder whether the patient has ever taken phenolphthalain? Dr. RoXBURGH: I have not asked her, but it is not like any eruption from phenolphthalein that I have ever seen.
Dr. BARBER: I should have thought that this was an erythema annulare centrifugum of the Darier type.
Dr. WV. FREUDENTHAL: The case reminds me of) Dr. Brain's case of ? granuloma annulare shown at the meeting of May 18,-1939 . (Proceedintgs, 32, 1403 Dr. ROXBURGH: I have referred to the " Corpus Iconum Morborum Cutaneorum" but I cannot find an illustration reallv like this case.
Dr. PARKES WEBER: The fact (according to Dr. Roxburgh's clear account and the patient's own evidence) that the lines did shift their I)ositions suggests after all the possibility of an erythema centrifugum of Darier's type, although the case appears unique. I Dr. F. SHERRY-DOTTRIDGE: I think the case is very similar to Dr. Brai.n's which began under the chin and spread out on to the chest. I remember seeing that case a few months ago and, although the narrow margin had extended, the eruption was fading.
Lieut.-Col. D. M. PILLSBURY (U.S.A.M.C.): I agree with Dr. Barber that this condition falls into the so-called " fixed erythema " group, although I have 'never seen the exact counterpart of the condition presented by this p)atient. I recall some years ago reviewing this subject in the " Jadassohn Handbuch " and the "Nouvelle Pratique " and being rather overwhelmed by the large number of terms which have been applied to variants of this co.ndition. By way of treatment, I would suggest a trial of light applications of solid carbon dioxide or carbon dioxide " slush ". This would be rather tedious, but could be tested in a small area first. The slight local reaction produced has had a beneficial effect in similar cases in my experience. I have had no experience of protein shock therapy in these cases. THE PRESIDENT: Dr. Barber advised a trial of sulphanilamide. His suggestion is that these cases are streptococcal in origin. Lenses and vitreous bodies clear. The discs and vessels are within normal limits, as aiso the foveae and their immediate surroundings, although the macular areas are invaded by streaks. There is no pallor of the macular areas. The peripapillary regions are markedly affected. An irregular series of incomplete smoke-coloured rings with interspaces in parts paler, in parts darker, than the general eye grounds, form the hubs of a series of well-defined smoky-brown angioid streaks which radiate in all directions. Wider than the retinal vessels near the disc, they appear to taper to a finish about 4 D.D. out. The larger clefts are often flanked by pale borders, bounded in turn by a more smoky zone of eye ground. There are occasional pale spots throughout the fundi, and a fine powdered appearance most marked in mid-peripheral semicircles to the outer aspects of the macule. There are no haemorrhages. Some of the streaks in the finely mottled mid-periphery are of capillary fineness and appear to end in the dark dots. (Coloured drawings of fundi were shown.) Skin: Skin changes are only found in two symmetrical areas on the lower abdomen, at a distance of two inches to the right and left of the umbilicus. These two areas, four and three inches respectively in diameter, contain a great number of small cutaneous nodules or short streaks. The lesions can be seen or felt only with difficulty, but by stretching the skin they become more distinct and a whitish-yellow colour becomes
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